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MET » R—ESTABLISHING PAYMENT
RATES
OTHER TYPES OF CARE

a. Community-based facility. A RPTC that is independent (i.e., not part
of a hospital or any other facility), and is fully accredited by JCAHO,
AOA, or CARF as a psychiatric facility or program. The RPTC must
also be licensed as a child placement agency.

2. For payment purposes there are two peer groups

a. Hospital based and freestanding facilities
b. Community based RPTCs

i. Hospital Based and Freestanding RPTCs. The statewide
median component rates were calculated using 1989 audited
cost reports according to the methodology described on
Attachment 4.19-B, page 13. Payment will be an all-inclusive
per diem. The facility must fumish, either directly or under
arrangements, all non-physician services, including prescribed
drugs.

ii. Community Based RPTCs. The statewide median component
rates were calculated using 1990 audited cost reports according
to the methodology described on Attachment 4.19-B, page 13.
Payment will be made for routine per diem services, exclusive of
ancillary and physician services. Ancillary and physician
services will be reimbursed separately on a fee for service basis.

3. Adjustments

Effective July 1, 1998, peer grouped statewide median operating and movable
equipment per-diem rates for RPTCs will be updated using the DRI fourth quarter
index’s forecast for the midpoint of the upcoming state fiscal year (e.g., 2.4%) and
the HCFA PPS-type Hospital market basket weight assigned for compensation
(e.g., 61.39%). Example: FY99 rate = FY98 statewide median operating and
moveable equipment rate x update factor (1.0147). Effective August 1, 2000, the
statewide median operating and movable equipment per-diem rates for RPTCs will
be updated by multiplying the prior year per-diem by a factor of 12%. A state plan
amendment will be submitted to update future rate periods.

Effective 1-1-04, the statewide median operating and movable equipment per diem
rates for RPTCs will be updated by multiplying the prior year per diem by a factor of
two (2%) percent. .
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